The mean age±SD was 57.1±16.1 years. The mean evolution of RA was 9±5.8 years. The patients had previously received the following DMARDs; MTX (n=12), leflunomide (LFN) (8) sulfasalazine (SSZ) (3) hydroxichloroquine (HCQ) (1) azathioprine (AZA) (2), gold salts (2). In addition, 11 patients had previously received biological drugs: adalimumab (4) anakinra: (1), etarnecept (4), rituximab (4), infliximab (1), certolizumab (1), abatacept (1). RA was seropositive in 11 cases (92%). Besides HRCT, the diagnosis of ILD was confirmed by biopsy in 4 patients. In 2 patients ILD was drug-related: MTX (n=2). TCZ was prescribed in monotherapy (n=8) or combined with other DMARDs (4). These DMARDs were: LFN (2), MTX (1), AZA (1). In many patients the dyspnea and DLCO remain stable (Table) . After a follow-up of 12 months, 2 patients withdrew TCZ, 1 patient for ILD worsening and 1 patient for joint inefficacy. Background: Rheumatoid arthritis (RA) frequently involves joints of the feet and the knees. Disability related to arthritis in the lower extremities has a major impact in many patients, but has not been extensively studied. Objectives: To investigate lower extremity function in early RA, using validated tests, and to assess its relation to other disease parameters. Methods: Consecutive patients with early RA (symptom duration ≤12 months) in an inception cohort from a well-defined area were followed according to a structured protocol, with visits at inclusion and after 1, 2 and 5 years. Lower extremity function was investigated using the Index of Muscle Function (IMF) (1), a validated battery of tests by which the patient's general ability, muscle strength, muscular endurance and balance/coordination are assessed by a physiotherapist. The scores on the subscales are added for a total IMF score (IMF total) of 0-40. A subscore of the Health Assessment Questionnaire Disability Index (HAQ-DI), based on the 10 questions that are mainly dependent on function of the lower extremities (the HAQ-DI-LE (2)) was calculated, as well as a modified HAQ-DI-LE (mHAQ-DI-LE) that included only the three HAQ-DI domains in which all questions relate mainly to the lower extremities. Changes in the IMF total score and subtest scores between visits were analyzed using the Wilcoxon signed rank test. Correlations between disease parameters were assessed using Spearman's rank test. Results: A total of 106 patients (67% women, mean age 61 years, mean baseline DAS28 4.4, median baseline HAQ-DI 0.75) were included. Data on IMF total were available for 100, 89 and 67 patients at the 1, 2 and 5-year visits. Lower extremity function improved from baseline to the 1-year visit (IMF total median 10; interquartile range (IQR) 4-16 vs. 7; IQR 3-12) (p=0.01). This was followed by a decline in lower extremity function, in particular between the 2-year and 5-year visits (IMF total median 8 (IQR 3-13) vs 9.5 (IQR 3.75-18.25); p=0.001). This was mainly due to worsening in test results for muscle strength (median 4 (IQR 1-6) vs 5 (IQR 2-9); p=0.001) and for balance/coordination (median 2 (IQR 0-4) vs 3 (IQR 2-6); p=0.001). At baseline, IMF total correlated with HAQ-DI-LE (r=0.46), mHAQ-DI-LE (r=0.49) and HAQ-DI (r=0.40) (all p<0.001), whereas there were weaker correlations with CRP (r=0.24; p=0.02) and DAS28 (r=0.28; p=0.004). There were consistent correlations between IMF total and HAQ-DI-LE, mHAQ-DI-LE and HAQ-DI at all time points, but no significant correlations for IMF total with CRP and DAS28 at the 2-year visit. Conclusions: In early RA, there was improvement in lower extremity function during the first year, followed by a gradual decline, possibly explained by lack of complete disease control and aging. Tests of muscular function in the lower extremities may reveal aspects of RA disease severity that are not fully captured by standard disease activity measures, and may add important information regarding functional loss. Background: Nesfatin-1 comprises a peptide that is involved in appetite suppression, energy homeostasis and fluid regulation, and was recently documented to participate in a range of cardiometabolic pathways (1,2). There is currently a need for the identification of novel biomarkers in the elucidation of CVD risk and its stratification in persons with rheumatoid arthritis (RA). The role of nesfatin-1 in cardiovascular disease risk among RA patients is uncertain. Objectives: We investigated the potential impact of nesfatin-1 on subclinical cardiovascular disease manifestations in patients with RA by determining the associations of nesfatin-1 concentrations with atherosclerosis and circulating levels of matrix metalloproteinase (MMP)-2 that mediates plaque stability and those of MMP-3 and MMP-9 that cause plaque vulnerability. Methods: Nesfatin-1 concentrations were measured in 236 (114 black; 122 white) RA patients. Relationships of nesfatin-1 concentrations with ultrasound determined carotid intima-media thickness (cIMT) and plaque and MMP levels were identified in confounder adjusted multivariate regression models. Results: Nesfatin-1 concentrations were inversely associated with c-IMT (β (SE) = -0.022 (0.008), p=0.00) and directly with MMP-2 levels (β (SE) =0.117 (0.031), p=0.00). After adjustment for conventional risk factors and RA characteristics, these associations persisted (c-IMT: β (SE) = -0.017 (0.008), p=0.04; MMP-2: β (SE) =0.116 (0.033), p=0.00). Patient characteristics did not influence the nesfatin-1-to-cIMT relation (interaction p≥0.7). By contrast, the Disease Activity Score in 28 joints (DAS28) and Clinical Disease Activity Index impacted the nesfatin-1-to-cIMT association (interaction p=0.04 and 0.02, respectively). Nevertheless, in stratified analysis, nesfatin-1 concentrations were related to those of MMP-2 in patients with no or mild (β (SE) =0.148 (0.054), p=0.00) and moderate or high disease activity (β (SE) =0.086 (0.041), p=0.04) as determined by DAS28 (cut-off value 3.6) as well as by CDAI (cut-off value =10) (β (SE) =0.130 (0.048), p=0.00 and 0.107 (0.046), p=0.02), respectively). Conclusions: Nesfatin-1 concentrations are consistently associated with a reduced atherosclerosis burden and increased MMP-2 levels in patients with RA. 
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Background: The Disease Activity Score including 28 joint count (DAS-28) is the most widely used outcome measure in RA. However, despite evidence that metatarsophalangeal (MTP) joints are often the first joints affected in RA, DAS-28 score does not incorporate them. Objectives: Our study aimed to investigate the correlation between DAS-28 assessment and objective evidence of active joint inflammation using the US examination of both hands and feet, including wrists, metacarpophalangeal (MCP), proximal interphalangeal (PIP), and MTP joints. Methods: A retrospective study was conducted, including 87 patients who were referred to the US clinic for an examination of their hands and feet in the last 6 months (46 patients with RA and 43 controls -patients with other inflammatory or degenerative arthropathies). Information about demographics, disease duration, current treatment, inflammatory markers, and DAS-28 scores was captured. The US OMERACT criteria were used for grading synovial hypertrophy, and assessing for the presence of Power Doppler (PD) signal, erosions and osteophytes. Statistical analysis methods included T-test, Mann-Whitney U test, Z score for proportions and Spearman's correlation coefficients. Results: In the RA group, DAS-28 had a weakly positive correlation with the cumulative PD scores of their hands and feet joints (R=0.14, P=0.02), but did not correlate with PD score of MTP joints (R=0.03, P=0.09). In the control group, DAS-28 did not correlate significantly with either the total PD scores of feet (R=0.42, P=0.26) or hands and feet joints (R=0.5, P=0.25). Sensitivity of US examination of hands alone compared to hands and feet was 74.3% for the RA group, while the sensitivity of US feet to detect the presence of PD was 59.2% when compared to the US of both hands and feet. Conclusions: We found that DAS-28 correlated poorly with objective evidence of inflammation as detected by US of the hands and feet, and this correlation was lost when only the presence of inflammation in the feet was taken into consideration. Further validation of our results in a larger study including patients stratified based on the disease duration might help understand which patient subgroups are more likely to have their disease activity significantly under-evaluated using DAS-28 outcome measure. Background: There is a high prevalence of depression in patients with rheumatic disorders. Especially, in rheumatoid arthritis, it is one of the most prevalent co-morbidities with 16% to 38%. Vitamin D (VD) deficiency is one of the known risk factors for depressive disorders. On the other hand, a VD deficiency has often been detected in rheumatic diseases. A possible correlation between these two co-morbidities has not been investigated so far in patients with early arthritis (EA). Objectives: The aim of this study was to examine the association between VD deficiency and depression and/or anxiety disorders in patients who have presented themselves for the first time in the EA clinic. Methods: Patients with a suspected EA (at least one swollen joint without previous trauma or joint infection with a symptom duration of 6 weeks to 12 months) received a screening date within five work days. The VD status (25-hydroxy-VD 3 ) was obtained during the first EA clinic consultation. In addition, each patient completed questionnaires on the disease history, as well as evaluated selfassessment questionnaires including the health assessment questionnaire (HAQ) and the Hospital Anxiety and Depression Scale (HADS). The hereby-obtained results of disease activity, VD-status and HADS-scores were investigated. In the observation period from June 2012 to March 2015, 75 patients fulfilled the inclusion criteria of completed results and questionnaires as well as a disease duration of less than 12 months. Results: The mean age of this EA cohort was 51.7±16.9 years ( 65.3%, mean disease duration: 4.0±3.0 months). The prevalence of VD deficiency (<75 nmol/l) was 73.3%. 48.0% of EA patients showed a positive global distress score (≥13). The mean HADS global distress score in VD sufficient patients was 10.2±8.6 vs 13.3±6.9 in deficient patients. The observed difference was not statistically significant. There was neither an association between gender, age and VD status nor was there any difference in the laboratory parameters (e.g. C-reactive protein, rheumatic factor, anti citrullinated peptide, hemoglobine) or assessment of functional status (e.g. HAQ, disease activity score by 28 joints).
Conclusions:
The prevalence of VD deficiency is higher in EA patients with 73% than in the general German population (vs. 60%). The prevalence of positive distress with 50% is also higher. Interestingly, no association of deficient VD levels and positive distress in the HADS was detected in our examined EA cohort. This might be explained by the early stage of disease, but further studies are necessary to evaluate this new insight. 
